inevitable.
The infants were treated from before the age ofthree, initially by plaster casts and then a Milwaukee brace, followed at about the age of ten by correction and fusion. The cases were then observed to the end of growth or near that point.
In the main study there were twelve cases, six of progressive In the last sixteen years ninety cases have been followed through to resolution. In three cases there is no record of when this happened, but in the other eighty-seven the curves had all disappeared by the sixth year (Table H) .
FIG. I
To show the method ofmeasuring the rib-vertebra angles at theapex ofthecurve (Mehta 1972) . In this tracing ofa radiograph the rib on theconcaveside forms thegreater angle with the vertebra.
The nb-vertebra angle difference
therefore positive for theconcaveside. Because thedifference here is 38 degrees this isa progressivecurve.
Notice also that the head ofthe rib is partly behind the apicalvertebra on the convexity, another indication of a progressive curve.
There was no other feature of interest to report, but one must stress the importance of Mehta's (1972) observation that the difference in obliquity of the ribs on either side of the apical vertebra is of great value in the differential diagnosis between resolving and progressive scoliosis (Fig. 1) . When the rib-vertebra angle difference (RVAD)
is less than 20 degrees, resolution will occur (Fig. 2) progressive, the child was put into a hinging plaster jacket and the curve was reduced to 27 degrees eighteen months later. Six years later still, and just before fusion, the curve measured 40 degrees in the Milwaukee brace. Two years after correction and fusion it was 39 degrees. Tables  I and II. 
